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Results: response was 57% for the patient sample and 88% for the staff sample. The median (IQR) age of patients was 82 (77-86) years. 72% were women. Two-thirds reported attending group-based therapeutic exercise classes generally of short duration (80% <12 weeks) and low intensity (85% one class per week) at hospitals and community venues. Balance and strength exercises were prescribed; 68% reported using resistance equipment such as ankle weights and/or exercise band. Only 52% reported exercises were made more difficult as they improved. However, patient satisfaction levels were high (95% satisfied or very satisfied). Patients and staff reported limited availability of strength and balance follow-up classes. Conclusion: despite high levels of patient satisfaction therapeutic exercise provision was limited and implementation of evidence-based exercise interventions by healthcare providers is incomplete and varies widely. Patients and staff wanted greater availability of long-term exercise services for falls prevention.
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Background
Falling, and fear of falling, affect older people and their lifestyle resulting in loss of confidence, restriction of activity and deteriorating quality of life [1] . Multi-factorial falls risk assessment and individualised interventions reduce the number of falls in older people living in the community [2] . National Institute of Clinical Excellence (NICE) clinical guidance recommends strength and balance training for older communitydwelling people with a history of falls and/or balance and gait deficits [3] . Guidelines stipulate that muscle strengthening and balance programmes should be individually prescribed and monitored. A recent Cochrane systematic review and metaanalysis confirmed that multiple-component group exercise and individually prescribed multiple-component home-based exercise reduce the rate of falls and risk of falling [2] . Well organised services, based on national standards and evidence-based guidelines can prevent future falls and reduce death and disability from fractures [4] . The National Falls and Bone Health Audit Programme has produced a series of audits looking at both the organisation of services for falls and bone health and clinical care following hip and other fragility fractures [5] [6] [7] . Patient experiences of falls prevention services were examined by focus groups convened in 2008 followed by a postal questionnaire in 2010 [8] . This initial questionnaire aimed to investigate patients' experiences of different components of falls prevention services and their views on attending a falls service. Despite a low response rate (36%; 1,008/2,784) findings indicated that most participants considered that they had been seen quickly enough to help their recovery (78%), had received a thorough 'health check up' (85%) and that attending a falls prevention service had been useful (76%) [8] . However, participants highlighted limited provision of exercise programmes. Therefore, the aim of this study was to specifically examine patients' and staff members' experiences of therapeutic exercise programmes delivered as part of falls prevention services.
Methods

Development of questionnaires
Drawing on previous Royal College of Physicians' (RCP) surveys [8] , two postal questionnaires were developed by a multi-disciplinary group. The group consisted of 10 members including falls services coordinators, physiotherapists, a clinical exercise specialist, three service users and a patient representative [8] . Patient and staff questionnaires included both open and closed questions. Both questionnaires included items on group-based and home-based programmes, types of exercises, the use of ankle weights, exercise progression, duration of programmes-and follow-on classes. Diagrams of exercises selected from the evidence-based Otago Exercise Programme [9] were included. Additional questions in the staff questionnaire included the reasons for not providing exercise programmes and reasons patients declined to participate.
From a pilot study, 19 patient questionnaires (from 4 sites; each requested to distribute 10-15 patient questionnaires) and 9 staff questionnaires (from 23 sites) were returned. Minor changes on both questionnaires to improve question clarity were made with consensus agreement by the multi-disciplinary project group establishing face validity for the questionnaires. Final versions of patient (20-itemed) and staff (12-itemed) questionnaires are available online [1] .
Recruitment of survey sites
In June 2011, NHS Trusts (acute trusts, mental health trusts and primary care providers, n = 290) that completed the RCP National Falls and Bone Health Audit in 2010 [6] were invited to participate. Owing to re-organisation some Trusts no longer existed, some did not run falls exercise programmes and some reported no patients had completed exercise programmes in the past 12 weeks therefore were ineligible for the study. A total of 94 NHS Trusts agreed to take part. Several NHS Trusts distributed questionnaires from more than one of their sites making a total of 113 sites. These included 11 Local Health Boards in Wales, 3 Health and Social Care Trusts in Northern Ireland, 41 community service providers and 58 integrated care organisations (e.g. a Trust combining some of the following elements acute, mental health, social care and community services) in England and the Channel Islands.
Distribution of the questionnaires
In October 2011 each participating site was sent 40 patient questionnaires for local distribution. Sites were requested to identify up to 40 patients referred to their local NHS falls prevention service for an exercise programme. Sites were advised to invite patients who had completed a group and/ or home exercise programme delivered by a trained healthcare professional within the last 12 weeks to minimise problems with participant recall. Patients received an invitation letter on local NHS Trust headed paper, an information sheet, the questionnaire and a pre-paid envelope addressed to the RCP project team. The covering letter and information sheet stated that participation was voluntary, responses were anonymous, participation did not affect their treatment and that someone (e.g. a carer) could help them complete the questionnaire if required. Questionnaires returned before the 3rd of January 2012 were included in analyses.
Staff questionnaires were emailed to the lead staff member delivering NHS-run exercise interventions for reducing falls risk at each participating site. Staff questionnaires were returned to the project team by email, post or fax and therefore responses were not anonymous.
The National Research Ethics Service (NRES) confirmed that an ethical review by an NHS Research Committee was not required for this project. Patients were identified and contacted directly by participating NHS sites and patient questionnaires were returned anonymously to the RCP.
Statistical analyses
Descriptive statistics were used to analyse patient and staff data. Returned questionnaires were entered into an Excel Database and analyses were performed using SPSS Version 19 [10] . Missing data from patients not answering specific questions were coded as such. Denominators used for computing percentages exclude the missing data, but for some questions include a small number of patients who specifically selected 'don't know'. Responses to open questions were analysed using thematic analysis [11] and facilitated using NVivo 8 software.
Results
Results of the patient questionnaire
There were 1,768 completed patient questionnaires returned. The best estimate of questionnaire response is 57% (1,402/ 2,478) based on data from 86 sites reporting the number of questionnaires they had distributed. The median age of respondents was 82 (IQR: 77-86; range 48-101) years. Most were women (72%; 1,240/1,725). Most (93%; 1,640/1,757) reported they knew who had referred them for an exercise programme; their GP (39%; 635/1,638), physiotherapist (27%; 441/1,638) or hospital doctor (20%; 330/1,638). Patients considered the timing of their referral 'about right' to help their recovery (84%; 1,395/1,666); 'too soon' (<1%; 13/1,666); 'too late' (8%; 127/1,666) or 'don't know' (8%; 131/1,666).
Therapeutic exercise programmes
About two-thirds reported they attended group-based exercise programmes located either at a hospital or community venue (Table 1) . Table 2 presents the reported frequencies and duration of group-based and home-based exercise programmes. Of those participating in an exercise class, most (85%; 1,037/ 1,217) reported attending once a week and short-duration exercise classes for 12 weeks or less (80%; 908/1,142). For those 338 reporting they were supervised at home, most reported once per week visits (41%; 110/267) and shortduration home-based programmes of 12 weeks or less (67%; 186/277). There was a wide variation in the number of visits and 63 patients gave additional comments, for example, 'nil', 'visited just once' or 'five times per week'. Of respondents receiving a home programme, 63% (165/264) reported that they received contact between visits or were encouraged to contact their service provider. Telephone monitoring was the most common method of contact (95%; 151/159). 
Exercise prescription
Based on the survey items involving the illustrated exercises, 1,768 patients reported that both strength and balance exercises were prescribed. Frequencies are presented in Table 3 . Most patients (95%; 1,301/1,375) reported receiving additional home exercises if they participated in group-based classes. Most patients who reported receiving a printed exercise booklet (89%; 1,531/1,721) reported that illustrated exercises were included (98%; 1,499/1,524). Many patients reported receiving guidance on how often to perform exercises (93%; 1,594/1,721); every day (55%; 872/1,584); 2-3 days per week (27%; 430/1,584), 4-6 days per week (10%; 153/1,584) and once a week (4%; 56/1,584).
Over half of patients reported using resistance equipment such as exercise band (38%; 598/1,571), ankle weights (14%; 219/1,571) or both 16% (244/1,571). About a quarter (30%; 479/1,571) reported not using ankle weights or exercise band. Of those using resistance equipment, most reported that it was available either as part of a class (46%; 465/1,009) or in class and at home (43%; 431/1,009). Just over half of patients (52%; 779/1,485) reported their exercises were made more difficult for them as they improved.
Few patients (29%; 357/1,227) reported receiving advice about joining a strength and balance follow-up class. More frequently patients reported being given advice about continuing their exercise programme at home (83%; 1,022/ 1,227). Many patients described continuing to exercise after the end of their programme either at home (86%; 1,126/ 1,308) or in a class (9%; 113/1,308). Most patients (96%; 1,263/1,316) reported the exercises were either 'beneficial' or 'quite beneficial' and were 'satisfied' or 'very satisfied' (95%; 1,385/1,454) with their exercise programme. Key themes from patients on how their exercise programme could be improved included requests for longer duration exercise programmes and the inclusion of follow-up visits.
Results of the staff questionnaire
The staff questionnaire response rate was 88% (100/113). The 100 participating sites had a median 16 (IQR: 9-22) patient responses in the patient survey, similar to the 13 sites that did not participate (median 12, IQR: 8-21). The denominator for responses is 100 unless otherwise stated.
Staff members reported reasons for not offering an exercise intervention to a patient as; poor health ( patient too unwell) (71%); cognitive impairment (67%) and low level of motivation to attend (54%). Staff members reported (71%) the most common reason that patients decline an exercise programme is a lack of belief that exercise is necessary or will help them.
Most (86%) staff members reported providing a groupbased exercise intervention within their organisation. Reported frequencies and duration of group-based programmes varied (Table 2 ). Reported waiting times for group exercise interventions ranged from <1 week to 6 months.
Of the 100 respondents, 14 reported not providing a home-based exercise intervention. Of those reporting homebased services, frequencies of patient visits and the duration of programmes varied (Table 2 ). Some staff members described specific protocols, e.g. 'visits at 1, 2, 4 and 8 week as per Otago'; limiting visits, e.g. 'no more than 2 visits' and no home visits, e.g. 'reviewed in clinic with home exercise prescribed'. Home-based services' waiting times varied from <1 week up to 13 weeks. Some staff commented that homebased services were only offered to a minority of patients such as those with limited mobility or continence problems.
The most frequently prescribed exercises reported by staff are presented in Table 3 . Staff members reported near universal (98%) provision of home exercise booklets including illustrated exercises to patients.
Most staff members (74%) reported resistance equipment (either exercise bands and/or ankle weights) were used for all or most patients. Over a third (35%) reported that ankle weights were not used. In open-ended questions key themes reported by staff members for not using resistance equipment included: lack of funding for equipment, lack of staff training to use weights and concerns about patient health and safety including infection control issues relating to shared use of equipment. In open-ended questions on strength exercise progression, 98 respondents described how strength exercises were progressed. Predominantly respondents described increasing resistance through weights, exercise bands, gravity and positioning to progress exercises and increasing were described. Varying sensory input, e.g. eyes closed, introducing uneven surfaces, obstacles and wobble boards were reported, alongside introducing cognitive tasks (dual tasking), adding complex movements such as head turn and progressing static balance exercises to dynamic exercises. Others named structured balance progression protocols such as Tinetti balance exercises from level 1-5 [12] , Falls Management Exercise (FaME) [13] and Otago [9] programmes. Most (86%) participating sites reported availability of follow-on community exercise classes in their area. However, few reported specific falls prevention classes such as Postural Stability classes/FaME (39%) or Otago (21%) were available. More commonly responses included General 50+ exercise class (73%), chair-based classes (62%), exercise referral scheme (61%) and Tai Chi (53%). Some NHS sites reported that staff members received specific training to teach group and home-based exercises. This training included Postural Stability training (54%), Otago (41%), other recognised national exercise qualification (17%), chair-based exercise training (24%) and in-house training (63%). In open-ended questions, staff reported funding reductions had negatively affected staff training.
Discussion
Wide national variation exists in the delivery of evidence-based exercise to reduce falls. The key finding from our survey was the frequency; intensity and duration of most programmes reported by patients and staff members were lower than recommended guidance [14] . Most patients reported that they attended group-based classes of short duration (<12 weeks) and usually only once per week. The weekly frequency of exercise and programme length influence the efficacy of exercise programmes for the prevention of falls [15] . In a systematic review with meta-analysis investigating effective exercise for falls prevention, the criteria for a minimal effective exercise dose were described as a twice weekly programme running for 25 weeks [15] . Most patients and staff members reported home exercise prescription in addition to group-based classes to increase exercise frequency. However, home exercise prescription varied and often the frequency was low and may not be sufficient to reduce falls risk.
Interestingly, there were some differences in reported levels of exercise frequency, duration and programme content between patients and staff members. Patients consistently reported lower frequency of prescribed exercises than staff members. This could be due to individual exercise tailoring, recall bias or potentially over-reporting by staff members. However, both patients and staff members commonly reported that the exercises illustrated in the survey were the types of exercises they performed or prescribed, respectively. The Otago Exercise Programme designed to be delivered over a year is safe for older people to undertake at home and produced a 35% reduction in falls and fall-related injuries and includes balance exercises, strengthening exercises and a walking programme [9] . Similarly, the FaME study containing comparable individualised exercise components and delivered over 36 weeks significantly reduced the likelihood of falls in community-dwelling older women with a history of frequent falls [13] . In studies examining the effectiveness of exercise components of falls prevention programmes, balance training may be of greater importance than strength and walking programmes in reducing falls [15] . Patients and staff in this study reported more frequently undertaking balance exercises than walking programmes.
Poor muscle strength is a risk factor for falls [16] and progressive strength training improves physical function in older adults including tasks such as walking and stair climbing [17] . Patients reported the use of resistance band, ankle weights and progressive resistance less frequently than staff members, with only half of patients reporting exercises were made more difficult for them as they improved. However, staff members, provided detailed descriptions of how strength and balance exercises were made progressively difficult for patients. These contrasting perspectives in exercise intensity may represent limited patient recall, minimal or imperceptible exercise progression, limited communication about exercise progression or other barriers of applying exercise theory into practice. Therefore, it is possible exercise intensity and progression may be suboptimal.
Patients commented that longer duration classes were a key area for falls service improvement. Few patients reported attending follow-on classes and staff reported limited availability of specific falls prevention follow-on classes. The National Audit of Falls and Bone Health [6] found a lack of professionally led therapeutic exercise programmes. To ensure appropriately trained instructors either within the NHS, voluntary sector or council-led exercise schemes deliver services, the quality of training and delivery of exercise programmes for reducing falls needs to be monitored locally and nationally against the available evidence base [15] .
Strengths and limitations of the study
This study is the first to investigate patients' experiences of therapeutic exercise in falls prevention programmes in multiple NHS Trusts. Including both patient and staff member surveys enabled comparisons of responses. Participating sites were diverse and included local Health Boards, Health and Social Care Trusts, community service providers and integrated care services. However, non-response bias may have occurred. Some sites were unable to identify 40 patients who met the sample criteria and although sites were requested to distribute questionnaires to patients who had completed exercise programmes, 255 patients reported their programme had not finished, potentially biasing some responses. Nevertheless an acceptable patient response rate and large sample were achieved. Most patient respondents were female and over 75 years of age, consistent with data collected from the National Falls and Bone Health Programme [6] and likely to be representative of patients attending falls prevention programmes.
Conclusions
There is a wide variation in the delivery of evidence-based exercise to reduce falls across England, Wales and Northern Ireland. Despite high levels of patient satisfaction in exercise programmes, the frequency, intensity and duration of most programmes are low and do not meet recommended guidance. Patients and staff report a lack of long-term follow-up classes for reducing falls in the community. An integrated exercise continuum across health and other statutory and voluntary agencies needs to be developed and monitored at local and national levels to increase availability of effective exercise provision for reducing falls.
Key points
• Most patients reported attending therapeutic exercise group-based classes for falls prevention at hospital and community venues.
• Frequency, intensity and duration of therapeutic exercise classes were low.
• Patient satisfaction with exercises was high but programmes showed limited adherence to recommended guidance.
• Patient and staff members reported a lack of long-term follow-up classes for reducing falls in the community.
